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1.0 Goal Statement  
4ÈÒÏÕÇÈ ÔÈÅ 0ÒÅÓÉÄÅÎÔȭÓ %ÍÅÒÇÅÎÃÙ 0ÌÁÎ ÆÏÒ !)$3 2ÅÌÉÅÆ ɉ0%0&!2Ɋ #ÏÕÎÔÒÙ /ÐÅÒÁÔÉÏÎÁÌ 0ÌÁÎ 

2020 (COP20), the United States (U.S.) Government (USG) will support the South African (SA) 

Government (GoSA) toward the goal of HIV epidemic control. GoSA and PEPFAR SA are fully 

committed to this goal. COP20 will focus on retaining People Living with HIV (PLHIV) on 

antiretroviral therapy  (ART) and continuing to prevent new HIV infections through: (1) 

Enhancing community-led, site-level monitoring; (2) Improving pediatric treatment and 

continuing to provide support for Orphans and Vulnerable Children (OVC); (3) Expanding the 

Determined, Resilient, Empowered, AIDS-free, Mentored, and Safe (DREAMS) program and 

increasing funding to community grants to reduce HIV risk for adolescent girls and young women 

(AGYW); (4) Saturating  voluntary medical male circumcision (VMMC) for men  ages 15 and older; 

(5) Further enhancing collaboration with the Department of Health (D oH) across all levels, as 

well as with other stakeholders; and (6) Continuing to improve partner management through 

improved data use to sustain our gains and retain patients in care in COP20. 

 

To achieve these goals, PEPFAR SA will work with the GoSA to accelerate achievements by 

responding to weekly site-level data to drive immediate, data-driven changes and maximize 

performance on case finding, linkage, and retention in order to identify, report, and escalate 

critical challenges. Findings from community-led monitori ng will be integrated into this process. 

PEPFAR SA will continue to work closely with civil society through stakeholder engagement 

ÓÅÓÓÉÏÎÓȟ 0ÅÏÐÌÅȭÓ Country Operation Plan (COP) Activities, Civil Society Forum Meetings, 

Provincial AIDS Council Meetings, and continued community monitoring efforts.  

 

PEPFAR SA will focus heavily on retention and viral suppression through expanding access to 

patient-centered retention strategies, including appointment systems and decanting stable 

patients to adherence clubs, external pick up points, and spaced and fast-lane appointments 

(SFLA). In addition, PEPFAR will continue to support patient-centered interventions such as case 

management for all patients with unsuppressed viral loads. PEPFAR will support the national roll 

out of Multi -Month Dispensing (MMD) from the current 2-month  supply to a 6-month  supply. 

Pediatric focused approaches will include scale-up of postnatal clubs and pediatric focused case 

managers/facilitators.  Within PEPFAR supported districts, overall viral load (VL) suppression was 

reported at 93% by the end of Fiscal Year (FY)19, and it is expected the program will achieve 95% 

VL suppression across all populations/sex bands by the end of COP20. The roll-out of Tenofovir 

Lamivudine Dolutegravir (TLD) will continue to scale during COP20 and is expected to provide 

an additional boost to both ART coverage and VL suppression rates.  

 

PEPFAR SA will use HIV rapid recency testing (confirmed by VL test) in the four highest burden 

districts. Data will be collected on demographics (e.g., age, sex,), residence, risk profile, and HIV 

testing history to help identify hot -spots, and results can be used to prioritize tracing of partners 

of persons with recent infection. 

 

Prevention shifts will include DREAMS expansion to 24 total districts, increasing focus on VMMC 

coverage among >15-year old men, and surging the pre-exposure prophylaxis (PrEP) services. All 

interventions will be aligned with the 2017ɀ2022 South Africa National Strategic Plan for HIV, 

Tuberculosis (TB) and Sexually Transmitted Infections (STIs) (NSP), the Joint United Nations 
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Programme on HIV/AIDS (UNAIDS) 90ɀ90ɀ90 goals, World Health Organization ( WHO ) 

guidelines and global best practices, and with the PEPFAR Strategy for Accelerating HIV/AIDS 

Epidemic Control (2017ɀ2020) and in close collaboration with GoSA and other stakeholders. 

 

PEPFAR SA has focused for impact both geographically and programmatically. During COP20, 

PEPFAR SA will cÏÎÔÉÎÕÅ ÔÏ ÉÎÖÅÓÔ ÉÎ 3ÏÕÔÈ !ÆÒÉÃÁȭÓ άα ÈÉÇÈÅÓÔ ()6 ÂÕÒÄÅÎ districtsɂaccounting 

for 80.4% of PLHIV. Within these districts, COP20 will further focus on the four largest 

metropolitan districts (accounting for 35% of PLHIV) and populations with largest treatment 

gaps.  

 

PEPFAR SA is fully committed to active partner management and accountability, engagement at 

all spheres of government, and mobilizing all stakeholders to achieving these goals. PEPFAR SA is 

particularly committed to working closely with GoSA and Civil Society to ensure high-quality, 

client -centered HIV services. 

2.0 Epidemic, Response, and Program Context  

2.1 Summary statistics, disease burden and country profile  
SA is an upper-middle income country, with many cultures, languages, ethnic groups, and 

religions. In 2019, the population was estimated at 58.8 million, of which approximately 51% (30 

million) were female. Life expectancy at birth was estimated to be 67.7 years for females (72.7 

without HIV/AIDS) and 61.5 years for males (65.6 without HIV/AIDS), and the infant mortality 

rate was estimated at 22.1 per 1,000 live births.1 

National Income per capita was estimated at U.S. Dollar (USD) 5,430 in 2017.2 Total health 

expenditure was estimated to be about 8% of the Gross Domestic Product (GDP) in 2016 ($428 per 

capita), with health spending expected to reach SA Rand (ZAR) 223 billion (approximately USD 

15.6 billion3) in 2019/20.4 Domestic private expenditures (voluntary health insurance, out of 

pocket expenses) accounted for 44% of health expenditures in 2016.5 GoSA is committed to 

continuously increase budgetary support for the HIV response. The recent GoSA budget 

allocation for HIV indicates a continued increase from $1.7 billion in 2018/19, to $2.1 billion in 

2020/21, accounting for over 7ΪГ ÏÆ ÔÈÅ ÃÏÕÎÔÒÙȭÓ ()6 ÅØÐÅÎÄÉÔÕÒÅȢ  

 

)Î άΪΫγȟ 3!ȭÓ ()6 ÄÉÓÅÁÓÅ ÂÕÒÄÅÎ was an estimated 7,599,215 PLHIV,6 of which more than half 

(63%) were women. The estimated number of new infections among adults declined by 56% from 

 
1 Statistics South Africa [StatsSA], Mid-year population estimates, 2019. Statistical Release P0302, StatsSA: Pretoria. 
2 Gross National Income per capita, Atlas method (current USD). World Bank: World Development Indicators. 

Online: http://data.worldbank.o rg/indicator/  
3 Using the current Exchange Rate (May 2019) of ZAR14.35:USD1. 
4 Budget Review (2019). National Treasury, Republic of South Africa, February 20, 2019.  
5 World Health Organization (2019). Global Health Expenditure Database. 

http://apps.who.int/nha/database/ViewData/Indicators/en  Accessed May 5, 2019.  
6 Thembisa 4.2 (2019).  Thembisa estimates reflect mid-year 2019 for point estimates (like prevalence) and mid-year 

2019 to mid -year 2020 for flow estimates (like number of new infections). Reference: Johnson LF, May MT, 
Dorrington RE, Cornell M, Boulle A, Egger M and Davies MA. (2017) Estimating the impact of antiretroviral 

http://apps.who.int/nha/database/ViewData/Indicators/en
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1999 to 2019, yet incidence remained high, with an estimated  194,494 new infections in 2019.7 

Among children, the estimated number of mother-to-child transmissions declined by 87% from 

2004 to 2019, and 75% of those transmissions were estimated to occur during breastfeeding.8 This 

decline in incidence and shift of transmission from perinatal to postnatal has led to a shift in the 

age distribution of HIV -infected children, with over half (52%) of whom are now 10-14 years of 

age.9  

 

SÏÕÔÈ !ÆÒÉÃÁȭÓ ()6 ÅÐÉÄÅÍÉÃ ÉÓ ÌÁÒÇÅÌÙ ÄÒÉÖÅÎ ÂÙ ÈÅÔÅÒÏÓÅØÕÁÌ ÔÒÁÎÓÍÉÓÓÉÏÎȟ ×ÉÔÈ ÕÎÄÅÒÌÙÉÎÇ 

behavioral, socio-cultural, economic, and structural factors influencing HIV transmission risk. 

These factors include national and regional population mobility and migration; economic and 

educational status; lack of knowledge of HIV status; alcohol and drug use; early sexual debut; 

sexual and gender-based violence (GBV); incomplete coverage of male circumcision; 

intergenerational sex; multiple and concurrent sexual partners; inconsistent condom use, 

especially in longer-term relationships and during pregnancy/post-partum; discrimination and 

stigmatization; and gender dynamics, including unequal power relations between men and 

women.  

The SA National Department of Health (NDoH) and the Departments of Health (DoH) at 

provincial and district levels lead the public-sector HIV treatment and biomedical prevention 

efforts to achieve epidemic control. As of December 2019, there were 5.9 million people on ART in 

the public sector, including 157,749 children (<15 years) and 4,411,868 adults.10 In addition, there 

were an estimated 378,000 PLHIV on ART in the private sector. SA manages the largest national 

treatment program in the world, although with universal ART eligibility, over all treatment 

coverage is only 65%.11 ART coverage is higher among adult females (15+, 68%) than among adult 

males (15+, 62%) but is low among adolescent girls and young women (15-24, 38%). ART coverage 

among children is estimated to be 49% (Table 2.1.2).  

 

HIV prevalence and incidence vary significantly across geographic areas; over half (52%) of PLHIV 

are concentrated in the Gauteng and KwaZulu-Natal provinces.12 Tables 2.1.1 and 2.1.2 below 

summarize the key HIV epidemiological data and provide a national view of the 90ɀ90ɀ90 

cascade 

 

The South Africa Human Sciences Research Council (HSRC) issued results the Fifth South Africa 

National HIV Prevalence, Incidence, Behavior and Communications Survey.13 Overall the Survey 

 
treatment on adult mortality trends in South Afri ca: a mathematical modelling study. PLoS Medicine. 14(12): 
e1002468 
7 Ibid.  
8 Ibid.  
9 Ibid.  
10  Johnson LF, Dorrington RE (2019) Thembisa 4.2: A model for estimating the impact of HIV/AIDS in South 

Africa. 
11 Based on conversations with the Government of SouÔÈ !ÆÒÉÃÁȭÓ .ÁÔÉÏÎÁÌ $ÅÐÁÒÔÍÅÎÔ ÏÆ (ÅÁÌÔÈ  
12 Johnson, op. cit. 
13 South Africa Human Sciences Research Council (HSRC), Fifth South Africa National HIV Prevalence, 

Incidence, Behavior and Communications Survey. Accessible: https://www.hsrcpress.ac.za/books/south-
african-national-hiv-prevalence-incidence-behaviour-and-communication-survey-2017 

https://www.hsrcpress.ac.za/books/south-african-national-hiv-prevalence-incidence-behaviour-and-communication-survey-2017
https://www.hsrcpress.ac.za/books/south-african-national-hiv-prevalence-incidence-behaviour-and-communication-survey-2017
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demonstrated a marked decrease in new infections from 2012 to 2017, with a 56% decline among 

women. Incidence was higher for women than men, and in the important age group of 15ɀ24, 

incidence was three times higher among young women than young men. An estimated 38% of 

new HIV infections were among those aged 15ɀ24 years of age. 

 

According to the HSRC 2017 survey, South Africa has reached 85ɀ71ɀ88 toward the UNAIDS 90ɀ

90ɀ90 targets. South Africa has made considerable progress toward testing and identifying 

PLHIV, with 92 percent of HIV-positive South Africans aware of their status in 2019. However, 

South Africa has a significant gap to reach these people living with HIV with HIV treatment and 

keep them virally suppressed. 

 

The HSRC survey measured a variety of behavioral factors contributing to HIV risk. The survey 

indicated that condom use had increased from 2012 but was less than the peak measured in the 

2008 survey. Condom use at last sex for individuals age 15ɀ64 with two or more sexual partners 

was 55.6%. The survey also found an increase in sexual debut before the age of 15 and an increase 

in the number of adolescents in sexual relationships with older partners. Multiple sexual 

partnerships had decreased slightly. The survey indicated a significant increase in adult male 

circumcision over the past five years, primarily with medical circumcision. 

 

PEPFAR South Africa awarded 73% of COP18 funding to local indigenous partners; this increased 

to over 80% in COP19 and is expected to stay at the same ratio or higher for COP20 (pending 

ÆÉÎÁÌÉÚÁÔÉÏÎ ÏÆ ÒÅÍÁÉÎÉÎÇ 4"$ ÍÅÃÈÁÎÉÓÍÓɊȢ 3ÏÕÔÈ !ÆÒÉÃÁȭÓ (ÅÁÌÔÈ 0ÁÔÉÅÎÔ 2ÅÇÉÓÔÒÁÔÉÏÎ 3ÙÓÔÅÍ 

(HPRS) was developed in answer to the need for a unique identifier for national health insurance, 

and the country has set a target of 35 million patients with more than 43 million enrolled as of 

October 2019. 

3ÏÕÔÈ !ÆÒÉÃÁȭÓ ÐÌÁÎ ÔÏ ÐÕÔ ÁÎ ÁÄÄÉÔÉÏÎÁÌ Ô×Ï ÍÉÌÌÉÏÎ 0,()6 ÏÎ !24ȟ ÁÎÎÏÕÎÃÅÄ ÂÙ 0ÒÅÓÉÄÅÎÔ 

Ramaphosa in the State of the Nation Address in February 2018, was the start of an increasingly 

targeted effort designed to accelerate epidemic control in SA by putting a total of 6.1 million 

individuals on ART in the public health system by December 2020. The GoSA and PEPFAR SA 

developed a Treatment Surge Plan), and the roll-out began in COP18 with substantial PEPFAR 

investments in direct service delivery (DSD) in the 27 priority districts that account for 82% of the 

HIV burden in SA. The plan included high-impact technical assistance and above-site 

interventions that support the national ART program.  

In March 2019, PEPFAR and DoH expanded an intensive facility -based support to cover high-

ÖÏÌÕÍÅ ÆÁÃÉÌÉÔÉÅÓ ÐÒÏÖÉÄÉÎÇ ()6 ÔÒÅÁÔÍÅÎÔ ÔÈÒÏÕÇÈ Á ÐÒÏÇÒÁÍ ËÎÏ×Î ÁÓ Ȱ3ÉÙÅÎÚÁȦȱ ɉȰ7Å ÁÒÅ ÄÏÉÎÇ 

iÔȦȱ ÉÎ .ÇÕÎÉɊ. Siyenza has since been absorbed by the NDo( Ȱ/ÐÅÒÁÔÉÏÎ 0ÈÕÔÈÕÍÁȱ ÉÎÉÔÉÁÔÉÖÅȢ 

The Siyenza approach is based on repeated site visits by PEPFAR, DoH, and implementing partner 

staff, with the goal of ensuring full implementation of HIV testing a nd treatment policies with a 

ÆÏÃÕÓ ÏÎ ÉÍÐÒÏÖÉÎÇ ÒÅÔÅÎÔÉÏÎȢ 'ÕÉÄÅÄ ÂÙ ÔÈÅ -ÉÎÉÓÔÅÒ ÏÆ (ÅÁÌÔÈȭÓ ÃÉÒÃÕÌÁÒ ÔÈÁÔ ÄÅÆÉÎÅÄ ÁÎÄ 

outlined performance standards and expectations for DoH staff, facility staff and managers work 

to ensure that PLHIV are linked to care, PLHIV who miss appointments are traced immediately 

and returned to care, and PLHIV who have dropped out of care are identified and welcomed back 
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into facilities for care. The circular outlined performance standards for health care workers 

including nurses, community health workers, lay counsellors, and data clerks. 3ÉÙÅÎÚÁȭÓ ÏÂÊÅÃÔÉÖÅÓ 

at the patient level are to increase retention by providing a better experience through improved 

ÈÅÁÌÔÈ ×ÏÒËÅÒ ÅÎÇÁÇÅÍÅÎÔ ÁÎÄ ÒÅÄÕÃÅÄ ×ÁÉÔÉÎÇ ÔÉÍÅÓȢ 3ÉÙÅÎÚÁȭÓ ÇÏÁÌÓ at the facility are to 

increase numbers of PLHIV initiated and retained on treatment and reduction in the number of  

patients disengaging from care. 

With the end of the $500 million USD 2-year Surge (COPs 18 and 19), PEPFAR SA must ensure 

appropriate transition to the GoSA and adequate USG support to maintain those on treatment, 

The GoSA and PEPFAR SAȭÓ local partners need to work together closely to develop strategies for 

long term maintenance of people receiving ART, while also ensuring that highly focused case 

finding strategies are effective in bringing missed population groups into treatment. This change 

in focus from Surge accelerated case finding to post Surge maintenance of patient care will 

require close collaboration with local civil society organizations to be highly effective with the 

available resources.
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Table 2.1.1 South Africa Host Country Government Results  
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Table 2.1.2 HIV diagnosis, treatment and viral suppression  
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Figure 2.1.3 National and PEPFAR Trend for Individuals currently on Treatment  

 

Figure 2.1.4 Updated Trend of New Infections and All -Cause Mortality Among  PLHIV  

 

Figure 2.1.5 Progress retaining in dividuals on ART in FY19   
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Figure 2.1.6 Proportion of clients from ART 2018 Q4 to 2019 Q4  

 

Figure 2.1.7 Epidemiologic Trends and Program Response for South Africa  

 

Figure 2.1.8 Net change in HIV treatment by sex and age bands 2018  Q4 to 2019 Q4  
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2.2 New Activities and Areas of Focus for COP20, Including Focus on 

Client Retention  
 

The COP20 approach focuses on the districts with the greatest need. Districts have been 

categorized into retention -focused districts and continued direct service delivery districts 

based on their past performance and projected COP19 achievement. Retention-focused 

districts are those that will reach >81% coverage by the end of COP20 with aggressive growth 

in COP19 and passive growth in COP20. Targets in these districts were set assuming 95% 

retention and a passive-growth trajectory in COP20. Continued DSD districts are those that 

will need to continue aggressive growth in COP19 and COP20 to ensure 81% coverage at the 

district level.  Targets in these districts assumed 95% retention and additional case finding 

efforts to close remaining ART coverage gaps in COP20. 

 

PEPFAR SA will continue to provide substantial support to facility- and community-level 

human resource investments to enable HIV testing, same-day initiation, extended service 

hours, patient navigation, active linkage, case management, adherence and retention tracking 

and tracing, and differentiated care in districts that have the greatest ART coverage gap to 90ɀ

90ɀ90. It is anticipated that retention -focused districts will have more roving staff (who rove 

between sites) focused on providing technical assistance and mentorship to their DoH 

counterparts with less staff providing direct service delivery. Meanwhile, the continued DSD 

districts will retain their DSD staff compliments (who are fixed or seconded to specific sites) 

and primarily provide direct services (and less technical assistance and mentorship). 

 

In line with the success of the Siyenza/Phuthuma efforts, PEPFAR SA will expand its intensive 

partner management and support in COP20. Using developed Standard Operating Procedures 

(SOP) and tools, PEPFAR SA staff will work closely with NDOH to accelerate the Phuthuma 

approach at both national and provincial levels through setting up daily data-review and 

facility management hubs attended by technical leads from PEPFAR, NDOH, and civil society. 

In addition, facility -based acknowledgements rewarding high-performing facilities will be 

used to further bolster the NDoH -PEPFAR collaboration at the site-level. 

 

Treatment Program Growth - Case Finding  and New Initiations  

In COP20, PEPFAR will increase direct facility and community linkage to achieve >95% 

linkage in all PEPFAR supported districts. Strategies to improve linkage and treatment 

initiation in COP20 include same-day ART initiation through the handshake model (escorting 

HIV positive patients di rectly from testing to the ART initiation room/officer) , provision of 

adherence counseling for PLHIV newly initiated on ART by lay counselors, community ART 

initiation, the welcome back campaign (to welcome back clients who defaulted from care back 

into th e care and treatment program, including intensified adherence counselling), and 

through direct service delivery staffing and mentoring of DoH cadres. In COP20, the PEPFAR 

team intends to continue to support direct placement of lay counselors, nurses, and linkage 

officers to focus on case finding and ART initiation in DSD districts.   
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PEPFAR will prioritize patient literacy on the importance of ART initiation upon HIV 

diagnosis. Additionally,  better and more efficacious treatment options will be scaled-up to 

improve treatment initiation and maintenance on treatment.  The PEPFAR team will aim to 

ensure that ART initiations are being done by all Nurse Initiated Management of Anti-

Retroviral Therapy (NIMART) trained staff.  Also, the PEPFAR team will continue to scale up 

peer-led support groups in PEPFAR supported sites and ensure that newly diagnosed PLHIV, 

PLHIV returning to care, or PLHIV struggling with adherence are provided with the option to 

be linked to these support groups. This will be especially important in retention districts 

where the PEPFAR staff footprint will be reduced and support will be provided through a mix 

of technical assistance, mentorship and direct service delivery.   

 

Retention of all Clients Over Time ɀ Reducing loss to follow -up and case management  

In COP19, all PEPFAR-supported districts scaled-up case management and the aggregate 

proxy retention rate from FY19Q1 to FY20Q1 was 98.2%.  Retention on ART has improved since 

FY2018 but remains a significant challenge for the national HIV program given the size of the 

cohort of individuals on treatment in South Africa and the mobility of its population.  In 

COP20, the case management approach will gain further efficiencies through the enhanced 

use of technology for continued peer-to-peer support. Population -focused approaches to 

strengthen retention will include continuing to scale -up postnatal clubs and pediatric focused 

case management. A specific strategic marketing strategy aimed at increasing male 

engagement in their health (the MINA campaign) is being developed and rolled-out in COP19.  

It is expected that this program will continue to be in place and will improve uptake of 

treatment and retention on ART among men in COP20. 

 

Overall, retention among stable HIV patients who have been down-referred to differentiated 

service delivery models (e.g. decanted) is high in SA, yet it is estimated that only 53% of 

eligible clients are currently decanted.  Demand creation for decanting is being implemented 

in COP19 and the PEPFAR team will aim to increase the total proportion of eligible patients 

decanted to 85% in COP20.  Differentiated Service Delivery models include fast lane, 

Adherence Clubs (both facility and community based), and external pick-up points. There will 

be quarterly reporting on the number of clients transitioned to these models. PEPFAR 

partners will continue to support fast lane pick-ups with no need for client attendance 

elsewhere (e.g. registry, collecting files, checking vitals, clinician. PEPFAR will continue to 

support CCMDD implementation, which includes supporting CCMDD service providers and 

support to the NDOH related to stock pr ovisions.  In addition, the PEPFAR team will work 

with the NDoH to support national roll out of MMD (moving from the current 6 -month visits 

with dispensing of 2-month supply to dispensing the full 6-month supply).  

 

PEPFAR Monitoring, Evaluation, and Reporting (MER) and Siyenza data have shown a 

significant decline in the number of missing patients since the introduction of strategies to 

trace and track missing patients. Historically, the PEPFAR program has focused on finding 

patients who dropped out of care and relinking them to ART. During the second half of COP19 

and during COP20, in addition to tracking patients disengaging from care, PEPFAR SA will 

focus on preventing defaulting by better understanding the individual characteristics and 

reasons for disengaging from care and focusing on improving patient experience during clinic 
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visits.  Key strategies to do this include reducing queues, decanting stable patients, expanding 

hours of operation including weekends, offering scheduled visits with appointment times, re-

training and sensitizing providers on friendly/compassionate services, ensuring organized/up-

to-date/available patient records, and providing population-ÓÐÅÃÉÆÉÃ ÓÅÒÖÉÃÅÓ ÌÉËÅ -ÅÎȭÓ #ÏÒÎÅÒ 

(e.g. specific spaces to provide services to male clients) and Youth-friendly services after 

school hours. PEPFAR SA will also continue to reduce the number of clients disengaging from 

care through tracking missed appointment lists from TIER.Net.  

 

PEPFAR will also provide enhanced support through text message (e.g. Short Message Service 

- SMS) reminders and through early assignment of case managers to patients initiating 

therapy, as part of client centered services provision. Tracking patients will begin from the 

time an individual miss an appointment (e.g. same ÄÁÙɊȢ  7Å ×ÉÌÌ ÁÌÓÏ ÓÔÒÅÎÇÔÈÅÎ ÐÁÔÉÅÎÔÓȭ 

health literacy (U=U), and access to mental health services for patients initiating therapy and 

for those with unsuppressed HIV VL.  

 

During COP18/19 PEPFAR SA in collaboration with the NDoH completed the development of 

the Advanced Clinical Care (ACC) curriculum. The roll-out of the ACC training is planned for 

COP 19/20 with other stakeholders. The profile of clients with advanced disease has changed 

and the training will focus on management of clients presenting with advanced disease prior 

to ART initiation  or for those re-engaging in care (including TB-LAM and GeneXpert testing 

for TB at primary facilities and outpatient settings and CrAg screening), Drug Resistant (DR) 

HIV, Drug Resistant TB, management of an adult client failing a DTG regimen or PI regimen 

based. The training will strengthen advanced clinical management of HIV and TB to build 

capacity at all levels.  Patients with advanced HIV disease will have easier access to providers 

trained on advanced clinical care (ACC) and the PEPFAR team will provide virtual support to 

ensure health care workers have access to specialist regarding the management of advanced 

disease. 

 

TLD 

In COP20, PEPFAR SA will continue to support the NDoH to rapidly roll out and monitor the 

transition to TLD in South Africa. A greater focus will be placed on ensuring that all patients 

are offered TLD within the context of informed choice, by expanding the availability of patient 

education materials  and healthcare worker job-aids that clarify the risks (NTDs, weight gain) 

and benefits (smaller, more palatable Fixed Dose Combination, decreased side effect profile, 

more rapid viral suppression) of the drug. PEPFAR SA will support pharmacovigilance efforts 

to track side effects and support on-going training of health care workers, including side effect 

monitoring and appropriate regimen switch, in alignment with National guidelines. Although 

VL suppression rates are high among those currently on ARVs, the roll-out of TLD and 

Dolutegravir based regimens during COP19 and COP20 is expected to further improve 

retention and VL suppression. 

 

TB/HIV  

In COP20, PEPFAR SA will support the GoSA to ensure that individuals with TB know their 

HIV status, to effectively link HIV -infected TB patients to appropriate HIV treatment, and to 

scale up TB prevention and treatment among PLHIV. Priorities include ensuring 
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implementation of universal TB screening at all PEPFAR-supported facilities, increased HIV 

testing among individuals with presumptive TB, and ensuring rapid ART initiation for TB/HIV 

co-infected individuals. Ensuring data quality for reporting on the TB cascade will be key.  In 

ÁÄÄÉÔÉÏÎȟ ×ÉÔÈ 0%0&!2 3!ȭÓ ÄÅÄÉÃÁÔÅÄ 4" Æunding, partners will be expected to further scale-

up TB preventive therapy including among those currently on treatment who have not 

previously received Tuberculosis Preventative Therapy (TPT).  A greater focus will be placed 

on ensuring TPT completion (currently 58%) through the roll -out of 3HP (Rifapentine and 

Isoniazid) and provision of dedicated adherence support focused on TB prevention and TB 

treatment. Site-level staff will be expected to have a greater focus on TB in COP20 then in 

ÐÒÉÏÒ ÙÅÁÒÓȢ $30ȭs will additionally be expected to ensure appropriate implementation of 

infection prevention and control practices and support rapid quality -improvement cycle to 

ensure that programmatic and facility implementation barriers are resolved rapidly for 

improved performance. PEPFAR SA will utilize feedback from community-led monitoring and 

our own site visits to target facilities that need to improve implementation of core infection 

control activities.  Newly placed TB champions will further strengthen implement ation of 

these activities during COP20. 

 

At the above-site level, TB funding will go to support limited procurement of 3HP to 

complement the Global Fund investment ($14M), pharmacovigilance and an evaluation of TPT 

adherence in the context of the roll-out of 3HP, and advanced clinical care to support the roll-

out of TB-LAM (accessible as a POC test at primary facilities in both inpatient and outpatient 

settings) and Multi -drug Resistant (MDR) TB treatment. 

 

Population Specific Interventions  

In addition to these broad national and site-level strategies, PEPFAR SA continues to focus on 

specific populations which are further described in Section 4.0 as follows: 

 

¶ AGYW and OVC: Sections 4.3.1  

¶ Children / PMTCT: Section 4.3.2  

¶ Key Populations: Section 4.3.3 

¶ Men / VMMC: Sections 4.1.1 and 4.3.4 

2.3 Investment Profile  
The national HIV response in SA is funded primarily by the GoSA through domestic public 

revenue, with additional funding from extern al development partners (donors) such as 

PEPFAR and the Global Fund, as well as the private sector. Donor funding focuses on 

complementing government resources and piloting innovative interventions. Despite a 

constrained fiscal environment in recent years (i.e. considerable deficits and a growing debt-

to-'$0 ÒÁÔÉÏɊȟ 3!ȭÓ ÆÉÎÁÎÃÉÁÌ ÃÏÍÍÉÔÍÅÎÔ ÔÏ ()6 ÐÒÏÇÒÁÍÓ ÃÏÎÔÉÎÕÅÓ ÔÏ ÇÒÏ×Ȣ &ÕÎÄÉÎÇ ÆÏÒ 

HIV has grown more than the overall health budget over the last nine years, with the GoSA 

nearly tripling its domestic bu dget for HIV treatment to more than $1 billion. PEPFAR 

continues to work closely with the GoSA and development partners to ensure sustainability 

and continuity (further described in Section 2.4). 
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In 2018/201914, the total GoSA budget on HIV and HIV/TB was ZAR 23 billion (USD 1.76 

billion).  In terms of the relative domestic and donor contributions, the most recent study was 

the 2016/17 National AIDS Spending Assessments, which shows the GoSAȭÓ HIV investment 

comprising more than 71% of all investments (Table 2.2.1). According to the NSP 2017ɀ2022, 

insurance costs for private ART patients are estimated to be ZAR 1.6billion in 2017/18. 

Within the GoSAȭÓ response, the NDoH is the largest spender on HIV services, primarily via 

the HIV/TB Conditional Grant mechanism (ZAR 20.5 billion in 2018/19), followed by the 

Department of Social Development (ZAR 1.8 billion for 2018/19). An additional ZAR 1.9 billion 

has been allocated in 2017/18 and 2018/19 to support implementation of the HIV and TB 

Investment Case and the new NSP including the continued expansion of ART to PLHIV.15 

$ÕÅ ÔÏ 3ÏÕÔÈ !ÆÒÉÃÁȭÓ ÈÉÇÈ ()6 ÂÕÒÄÅÎ ÁÎÄ ÔÈÅ ÁÌÒÅÁÄÙ ÌÁÒÇÅ ÁÎÄ ÇÒÏ×ÉÎÇ ÎÕÍÂÅÒ ÏÆ ÐÁÔÉÅÎÔÓ 

on treatment, H IV costs are expected to increase over the next decade, primarily driven by costs 

of ARVs and ART service delivery. The continued rollout of Tenofovir/Lamivudine/Dolutegravir 

fixed-dose combination (TLD) is expected to partially offset these increases. South Africa 

requires a steadily increasing investment in HIV programs to reach 90ɀ90ɀγΪȢ 'ÉÖÅÎ 3!ȭÓ 

constrained economy, the GoSA has leveled funding for many services, and future rising HIV 

and TB treatment costs are projected to consume an increasing share of the health budget. 

Table 2.3.1 Annual Investment Profile by Program Area  [1] 

 

 
14 The GoSA fiscal year is April-March, and is referenced as two calendar years (e.g. FY2018/19 for the period April 

2018-March 2019). The USG fiscal year is October to September, and is referenced in relation to the latter calendar 
year (e.g. FY2019 for the period October 2018-September 2019). 
15 Using the March 2018 Exchange Rate of ZAR12.0:USD1. 
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